Objectives: many renal artery aneurysms (RAA) 
risks of rupture and embolisation must be weighed Aneurysmorrhaphy 27 against the risks of repair. The aim of this study Resection rupture the mean diameter was 2 (range 2-10) cm.
Materials and Methods
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(a)
of the diastolic blood pressure <91 mmHg with the same or fewer antihypertensive drugs.
Results
There were 44 women and 27 men with a mean age together 111 arteries in 81 kidneys had at least one as the left, and many segmental arteries were diseased (Table 1) . Concomitant renal artery stenosis was present in 72% of patients and dissection in 11 cases. Postoperatively, patients underwent clinical examination, assessment of kidney function, and renal Three patients had a creatinine >2 mg/100 ml and one patient was on dialysis. Fibromuscular dysplasia duplex. Renal artery stenosis (RAS) was defined by a maximum systolic velocity >150 cm/s. Where renal was found to be the most frequent pathology (Table  2) . artery occlusion was suspected on duplex, angiography was performed. Graft patency rate was calVarious techniques were used to perform RAR (Table  3) . Autogenous material was used in almost 95% of culated according to Kaplan-Meier. Hypertension was stated to be ''cured'' if diastolic blood pressure was the cases, usually the long saphenous vein. In one patient the hypogastric artery was used. An-<91 mmHg without the need for antihypertensive medication. ''Improvement'' was defined as reduction eurysmorrhaphy was only performed for segmental secular aneurysms (Fig. 1) . Ex situ repair was necessary About 80% of patients with RAA had arterial hypertension, 12,13 which could be confirmed in our material. in four cases.
If RAA is accompanied by a renal artery stenosis on the same or the contralateral side, it is reasonable to repair both with the intention to cure hypertension Early Results and to avoid rupture of the aneurysm. However, an ipsilateral stenosis may be missed by angiography due There was no 30-day mortality. Eleven patients sufto overprojection from the aneurysm. Furthermore, fered the following complications: graft occlusion (n= aneurysmal disease includes not only dilatation of 2), bleeding (n=3), deep venous thrombosis (n=2), or vessels but also their elongation, that might cause a pancreatitis (n=1). Transient postoperative dialysis kinking with a relevant stenosis. 14 was necessary in three patients. Surgical reconstruction of renal arteries for RAA is a Postoperative angiography was performed in 64 safe procedure with good long-term results preventing patients, of whom 55 had patent renal arteries.
aneurysm rupture and healing or improving arterial At a mean of 58 (range 3-143) months, two patients hypertension. Therefore, there should be a liberal inhad undergone nephrectomy for uncontrollable hyperdication for surgical repair in hypertensive patients tension after late occlusion of the repaired renal arand in younger individuals without hypertension preteries, six patients had died and seven patients were senting aneurysms with a diameter of ≥2 cm. lost for follow-up. In 56 patients re-examination was performed with duplexsonography (51) or angiography (five). There were 44 patients with patent renal arteries (79%), five with a mainstem occlusion, three References with segmental artery occlusion, and four with renal artery stenosis. These four patients meanwhile have
